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| Correction for the alleged deficient _ C73{
- (3) No new nursing home shall hereafter be practice noted as: notify and obtain : </
- constructed, nor shall major alterations be made approval from the Dept of Health for i 3
. to existing nursing homes, or change in nursing replacement and installation of new i

- home type be made without the prior written sprinkler piping, will be submission of 2 ,

- approval of the department, and unless in sets of engineer stamped drawings for !

- accordance with plans and specifications state approval and site inspection. Ifany |

- approved in advance by the department. Before future sprinkler modifications are needed, |

| any new nursing home is licensed or before any plans will be drawn, submitted , and !

| alteration or expansion of a llcen§ed nursing approved before any work is begun. |

! home can be approved, the applicant must These steps will be monitored by the |

| furnlgh two (2) complete sets of plans and Division Director of Facility Engineering |

| specifications to the department, together with to ensure continued compliance. ,!

- fees and other information as required. Plans and Correction date for plan submittal is as i

; specifications for new construction and major soon as possible, but no later than June !

| renovations, other than minor alterations not 30, 2011. |

affecting fire and life safety or functional issues, i
shall be prepared by or under the direction of a
licensed architect and/or a qualified licensed

| engineer.

This Rule is not met as evidenced by:
| Based on observation and interview, the facility
, failed to assure alterations to the facility sprinkler
- System are made with prior approval from the
Department of Health. ,
The findings include: !
Observation and interview with the Maintenance i
- Director, in the attic on May 23, 2011 at 1:30 p.m.
' confirmed new sprinkler piping and dry pendant
- drops were observed in the facility. There were noj
~ approved plans to show what work had been |
performed. r
Interview with the Maintenance Director and !
Administrator during the exit conference on May |
23, 2011 at 2:30 p.m. confirmed the facility failed i
to notify and obtain approval from the Department :
of Health for the replacement of and installation !
of new sprinkler piping and dry pendant drops in

~
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